Pulmonary and Pleural Complications of Pott's Disease By F. HARWOOD STEVENSON, M.D., M.R.C.P.
Primary Tuberculosis
In children a primary tuberculous lesion may still be present in the lung of a patient in hospital with Pott's disease. In the very young child the importance of this may be considerable. Enlarged mediastinal glands and consequent obstruction of a bronchus with resultant collapse of a lobe or segment of lung are by no means uncommon. If such a collapse remains unexpanded not only may there be bronchiectasis later in life, but tuberculous spread of infection in the lung may occur if the bronchus reopens at a later date to discharge infected material. Equally, such infected material may transmit disease to other persons.
A girl of 18 who had had her primary infection with such a segment of collapse at the age of 8, ten years later developed a loud whistling rhonchus in the right upper chest on exertion. The bronchus had reopened and she developed adult-type pulmonary tuberculosis and had to have a lobectomy.
A young child in such a state will sometimes respond to bronchoscopy, but should be watched in consultation with the chest physician. The lung may re-expand with chemotherapy. Ha?matogenous Infection The presence of bone tuberculosis obviously means that a hkmatogenous spread has occurred and there may be lesions in other organs, e.g. lung, spleen, liver, kidneys, &c., as well as the one symptom which brought the patient for treatment.
Adult-type pulmonary or genito-urinary disease, apart from surgical intervention, has been found to require up to two years' chemotherapy if the relapse rate is to be kept low. Adult-type Disease Tuberculous infiltration without cavitation or fibrosis does extremely well with conservative treatment of the orthopmdic lesion and chemotherapy. The former involves a period of rest far longer than that given for a pulmonary lesion. We are used at the Royal National Orthopaedic Hospital, Stanmore, to Post-primary: Many people have a pleural effusion as part of the post-primary hcmatogenous dissemination. On the other hand, patients with Pott's disease may also have a pleural effusion while they have symptoms from their spinal lesion. 63 patients at Stanmore with Pott's disease had a history of pleural effusion; in 24 this had been post-primary and in 3 had possibly resulted from adult-type pulmonary disease spreading and involving pleura, while in 7 effusion had immediately followed an operation such as costotransversectomy or anterolateral decompression; the intervention immediately outside the parietal pleura in many such cases results in effusion which follows the usual course of three or four weeks with typical pyrexia, but without pus formation. In the remaining 29 patients the effusion had formed during the history of their orthopedic lesion, but without any adult-type pulmonary disease or operative interference, and in 25 had been associated with thoracic spinal disease. Of the other 4, one was doubtful, 2 had lumbar lesions, 1 had a fresh hematogenous dissemination with meningitis and death.
In this hospital before 1953, 1 in 6 of a series Fig. 4A . a mismanaged pleural effusion may not be serious, but in thirty years' time when he is becoming somewhat bronchitic or emphysematous it may be serious. If fluid is left, gross thickening of the pleura may form and recently we had such a patient who required decortication As an adjuvant to rapid absorption and prevention of pleural thickening and adhesion prednisolone may be used for three to four weeks; anti-tuberculous chemotherapy is given at the same time and a short stimulant course of ACTH gel after the prednisolone to counteract the depressant effect of the steroid upon the patient's own adrenals.
The new transpleural operative approach to thoracic spinal disease often results in a temporary effusion which the surgeon usually drains; but once again I would stress the necessity for ensuring the minimum final damage to lung function.
Lateral Extrapleural Extension of Paravertebral
Abscess Not infrequently a lateral extension of a cold abscess behind the parietal pleura will occur and bulge forward in the middle of a lung field, throwing a hazily outlined shadow, which clearly does not go down into the costophrenic angle and may even have a clearer zone separating the area of maximal density from the mediastinal shadow. This type of spread exposes a large area of parietal pleura to tuberculous pus and may be followed by an effusion. It is in these cases possible to aspirate fluid from the pleural cavity and pus from the extension of the paravertebral abscess posteriorly. A lateral radiograph will show the paravertebral abscess bulging forward from the spine. An injection of streptokinase may be necessary to thin the pus for aspiration. Figs. 2A and B show such a patient in the postero-anterior and lateral views before aspiration, and Fig. 2c shows the end-result after a number of aspirations. Figs. 3A and B Dislocation complicated by fracture of the shaft of the femur has not been included.
General considerations.-Up to the advent of motor transport dislocation of the hip and particularly fracture dislocation was rare. Sir Astley Cooper (1826) describes a wide variety of dislocations but does not appear to have appreciated that there may be associated fractures of the acetabulum or head of the femur. He does mention, however, the possibility of obstruction to reduction by an inturned labrum acetabulare. Nowadays, dislocation of the hip is a common injury from road accidents and it is often complicated by fracture. Armstrong (1948) 
